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Introduction was 240/120mmHg measured in the right arm and
200/90 on the left. On auscultation, bronchial wheez-
An isolated, segmental occlusion of the distal thoracic ing was present. Femoral pulses were absent. The
or upper abdominal aorta is an unfrequent occurrence, arterial blood gas (ABG) values were as follows: pH
usually named the middle aortic syndrome (MAS). In 7.34, pCO2, 4.4kPa, pO2 7.7kPa, and the arterial oxygen
some cases narrowing of the visceral branches and/ saturation was 88%. The sedimentation rate was
or renal arteries are associated with this entity.1 Its 75mm/hour, urea nitrogen 14.5mmol/l, serum cre-
aetiology is controversial, whether congenital or auto- atinine 187lmol/l, and the fibrinogen level was 4.6g/l.
immune, but most often Takayasu’s arteritis is men- Coagulation tests were normal. Immunoglobulins
tioned as an underlying pathology.2,5 The key features (IGG, IgA, IgM) were within the normal range, anti
for the diagnosis are hypertension and lower-limb ds DNA was 33.2 IU/ml, and the Le test was negative,
claudication with decreased or absent femoral pulses as well as antinuclear antibodies (ANA) and anti-
in young females. Angiography is mandatory to de- mitochondrial antibodies (AMA). Chest X-ray revealed
lineate the location and extent of the disease.3,4 Severe cardiomegaly, and signs of left ventricular enlargement
complications such as impairment of cardiac or renal were present on electrocardiogram. The echo-
function as well as cerebral haemorrhage may occur cardiography showed a left ventricular wall diameter
after a prolonged course of the disease.2,4 Therefore, (LVWD) of 14mm, left atrial diameter (LAD) of 48mm
surgical treatment is indicated in most cases. Aorto- and the interventricular septum diameter (IVSD) of
aortic bypass is the accepted procedure, followed by 15mm. Left ventricular ejection fraction (Simpson) was
the visceral and renal revascularisation if necessary.2,11 60%. CT scan revealed total occlusion of the abdominal
We present the case of a 39-year-old woman with aorta between the coeliac axis and the renal arteries,
the occlusion of the middle abdominal aorta with with calcification present in the aortic wall within the
impairment of the renal and cardiac function, and affected region. Stenoses of the proximal portion of
progressive lower-limb ischaemia, whose surgical the left subclavian artery and the distal thoracic aorta
treatment is discussed. were obvious on transaxillary aortography. The des-
cending thoracic aorta showed ectasia. The visceral
and parietal collaterals were well developed around
the aortic occlusion with a predominant Riolan arch.Case Report
The infrarenal aorta was hypoplastic and free of athero-
sclerotic plaques as shown on the transfermoral an-A 39-year-old female, with a previous history of smok-
giogram (Fig. 1).ing, hypertension and claudication was admitted be-
The patient was treated with bronchodilatators, ster-cause of heavy breathing, headache, dizziness and
oids and antihypertensive drugs. Her respiratory con-non-critical lower-limb ischaemia. Her blood pressure
dition improved, but the hypertension remained
resistant to conservative treatment, and the signs of
*Please address all correspondence to: M. Petrunic´, Department of the lower-limb ischaemia showed progression. SheSurgery, University Hospital Rebro, Kisˇpatic´eva 12, 10000 Zagreb,
Croatia. was therefore scheduled for surgical treatment. The
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Fig. 2. Postoperative aortogram with patent aortoaortic thoraco-Fig. 1. Total aortography showing stenosis of the left subclavian
abdominal bypass from the descending thoracic aorta to the aorticartery (a), short segmental stenosis of the descending thoracic aorta
bifurcation and good retrograde flow through renal arteries. Arrows(b), and occlusion of the abdominal aorta between the coeliac axis
showing bypass passing through the diaphragm (p), and renaland renal arteries origins (c). Ectasia of the descending thoracic is
arteries origins (>). The previously demonstrated collaterals havepresent. A hypoplastic infrarenal aorta is shown with well developed
largely shut down.visceral collaterals.
and she was free of claudication, with a serum cre-
distal thoracic aorta was approached through the 7th atinine value of 80lmol/l and urea nitrogen of
intercostal space and the aortic bifurcation approached 7.6mmol/l. Control chest X-ray showed normalisation
retroperitoneally through a separate incision. An aorto- of the transverse heart diameter. Echocardiography
aortic bypass was performed from the descending revealed IVSD of 14.5mm, LVWD of 13mm and LAD
thoracic aorta to the aortic bifurcation using a 12mm of 35mm, with LV ejection fraction value (Simpson)
Dacron graft passing through the diaphragm (Fig. 2). of 80%.
At the site of the anastomosis the aortic wall was soft
and free of plaques. A specimen for histopathologic
examination was taken from the site of the proximal
anastomosis but it did not show any significant path- Discussion
ology. The postoperative course was uneventful, her
blood pressure dropped to 140/80mmHg (right arm), The aetiology of the middle aortic syndrome (MAS)
remains unclear in some cases, since the final stage ofdizziness and headaches ceased, and she was dis-
charged on the 14th postoperative day. Eight months the pathologic changes are non-specific and can appear
quite similar. Some lesions arise as a sequence ofafter the operation her femoral pulses were palpable
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congenital hypoplasia of the aorta and its visceral which is applicable in almost all cases, regardless of
the degree of extension or the complexity of the aorticbranches. This group is usually discovered in child-
hood or in adolescence.3 Fibromuscular dysplasia and lesions. The technique itself involves a limited ap-
proach to the normal aorta above and below thethrombosis of the middle abdominal aorta have been
mentioned as a cause of that condition. Most often lesions and lateral clamping of the aorta. The material
commonly used is a knitted Dacron prosthesis. Op-MAS is associated with the acquired obliterative non-
specific aortoarteritis (Takayasu’s disease), which is erative treatment is usually effective, with significant
reduction of blood pressure and improvement of theuncommon in Europe.5,6 Usually, young females are
affected, presenting with severe hypertension and renal and cardiac function, as was obvious in our
presented case. To prevent the late sequelae of pro-lower limb claudication. Investigative studies should
include chest X-ray examination to assess heart and longed severe hypertension and ischaemia associated
with MAS, early operative treatment should be per-aortic size, electrocardiography, echocardiography and
a computed tomographic scan of the chest and ab- formed. A well planned and well performed operation
offers good results in the long-term.2,12domen. The sedimentation rate and immune profile
should be measured. Total angiography (Transaxillary
and transfemoral study) is essential for the diagnosis.
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